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AbstractPeak age for eating disorder (ED) onset is 10-19 years; therefore schools are well-positioned to promote prevention and support at-risk individuals. However, to date, little is known about the possible role that school-based pastoral support might provide in this context. This study aimed to investigate whether students’ ED pathology differed depending on the quality of school-based pastoral care. Four 
hundred and twenty-five participants from five UK schools (52% female; n =221) aged 
16-19 (M=17.14, SD=0.76) completed the Eating Disorder Examination Questionnaire and the Health of the Nations Outcomes Scale for Children and Adolescents. A rating system was applied to rate each school’s pastoral care quality, operationalised as available student support, staff training/knowledge regarding EDs and ED-related 
school policies. Pastoral care quality had a significant, medium-sized impact on 
ED symptom prevalence (ηp²=.06), with higher quality care resulting in lower ED symptomatology. Additionally, overall wellbeing was also higher in schools with better 
quality pastoral care (ηp² =0.05). High quality pastoral care may be a useful tool in 
fighting disordered eating in adolescents.
Keywords: Eating disorders; Anorexia nervosa; Bulimia nervosa; Adolescents; Schools; Prevention; 
Abbreviations: ED: Eating Disorders; AN: Anorexia Nervosa; BN: Bulimia Nervosa
IntroductionEating disorders (EDs) including anorexia nervosa (AN) and bulimia nervosa (BN) have been described as one of the most 
difficult psychiatric disorders to treat [1], have a mean illness 
duration of 7 years [2] and early intervention during their 
typical adolescent onset [3] is associated with better prognosis 
[4]. Hospitalisation for EDs in young people has increased in 
the UK and the illness is recognised as a significant challenge 
for citizens of the European Union [5]. In keeping with this, EDs have begun to be recognised in government initiatives regarding 
wellbeing in young people [6]. In a systemic model, alongside clinical interventions involving families, other components of the ecological system, including educational settings, could play a vital role in detecting symptoms and supporting recovery, particularly given the portion of time adolescents spend in school. Thus, schools may be an important part of a multidisciplinary network of people, institutions and services well-placed to help limit the risk of EDs developing and/or becoming enduring illnesses which last into adulthood.However, to date, little published evidence is available as to 
the nature and efficacy of schools as a resource. What is known 
from a previous study which conducted focus groups in 29 UK schools, including 63 staff members, is that although teaching and pastoral staff were aware of EDs amongst their student population, they reported lacking knowledge regarding how best 
to help at all stages of the illness [7]. In response to this, a range of model policies, skills-based resources and training packages were 
developed, focused on improving understanding around EDs in schools and offering school-wide policies to support students 
affected by EDs and developing skills to support recovery [8]. Before further developing and examining the possible long-term impacts of this package of support, it is however important to better understand whether school-based pastoral care itself in the context of EDs might contribute to reduced rates of symptoms in 
young people. A number of definitions of pastoral care exist, and 
there is conflict in the literature regarding the best definition, but one possible conceptualisation is that pastoral care is the business of all school staff members, and relates to any measures designed to assist a young person to reach their full potential, success and 
happiness [9]. This is likely to include knowledge, support and school policies around physical and mental wellbeing. Therefore, this study aimed to explore whether higher pastoral care provision, encompassing knowledge training, policies and school based support, was associated with reduced ED symptoms with the objective of better understanding the potential resource 
of the educational context in the fight against EDs. It was hypothesised that there would be a difference in ED symptom incidence in schools with higher quality pastoral care compared to those providing lower quality pastoral care.
Materials and Methods
Sample and data collection
UK secondary schools (both private and state-funded) were approached to participate during a six month recruitment period (January-July 2015) through adverts sent to schools and via personal contacts. To participate, male and female full-time students were required to be aged 16-19, able to complete 
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measures written in English and provide informed consent. Participation was voluntary and students were instructed they may withdraw from the study at any point. A coding system was used to allow withdrawal at a later date whilst also protecting 
confidentiality. Participants were asked to complete the paper-based questionnaires anonymously in their own time and return them to the researcher. A full written debrief was offered with details of services to contact should participants require further support. The study was approved by the Regent’s University London Research Ethics Committee reference 15.09 and the research was conducted in accordance with the Code of Ethics of the World Medical Association Declaration of Helsinki.
MeasuresParticipants were asked to provide demographic data regarding their gender, age and weight/height which were used 
to calculate weight for height percentages [10]. 
Symptom incidence: ED symptoms were assessed using the 
28-item Eating Disorder Examination Questionnaire (EDE-Q) 
[11], a self-report measure which assesses core attitudinal and behavioural features of EDs, including restraint; eating concern; weight concern; and body shape concern over the preceding 
28 days. Higher scores indicate greater symptoms and the 
global EDE-Q score was used as the primary outcome measure. 
Cronbach’s alpha in this study was 0.89, comparable to published 
data (0.81 to 0.94) [12]. The ED behaviour counts within the measure were used to explore probable ED diagnoses. A cut-off of 
>4 has been used to define ED pathology in community populations 
[13]. General psychological wellbeing was assessed using Section A of the Health of the Nation Outcome Scales for Children and 
Adolescents (HoNOSCA) [14], a 13-item self-report scale which addresses disruptive/aggressive behaviours, over-activity/concentration problems, self-injury, substance misuse, academic skills, physical illness, hallucinations/delusions, nonorganic somatic symptoms, emotional symptoms, peer relationships, self-care, family relationships, and school attendance, with higher scores indicating poorer psychological wellbeing. Cronbach’s 
alpha is reported at 0.56 [15] and in the current study was 0.89. The outcome variable used was the global score and this general 
wellbeing measure was included to explore the specificity of any 
potential findings regarding pastoral care and ED symptoms.
Quality of pastoral care: After consulting educational leaders, 
four key domains were identified across which the quality of 
pastoral care was rated. These domains reflected two key areas: I. Support available to students; and II. The level of knowledge and training around EDs for staff. For brevity, the overall quality level is referred to throughout as ‘pastoral care quality.’ To rate schools’ pastoral care quality, schools were asked to provide information across four domains: a. the type/nature/frequency and availability of pastoral support; b. general wellbeing and ED specific school policies; 
c. specialist services available to students (e.g. onsite school nurse or counsellor) and d. ED focused staff-training. External validation reports 
from the Office for Standards in Education, Children’s Services and Skills (Ofsted) were also accessed to validate information gathered. A 4-point scale was used to quantify the level of pastoral care quality across all 
four domains: 1=Outstanding; i.e. reflecting pastoral care 
quality significantly exceeding statutory requirements 
and good practice policies; 2=Good; i.e reflecting pastoral care quality above statutory requirements and good 
practice policies; 3=Satisfactory; i.e reflecting pastoral care quality meeting statutory requirements and 
good practice policies and 4=Inadequate; i.e reflecting pastoral care quality below statutory requirements and good practice policies). Schools’ rated as “low” scored 
≤6: meeting statutory requirements, those exceeding the requirements were rated as “medium”, scoring 7-10, and if heavily exceeding the requirements, scoring >10, pastoral care quality was rated “high.” Schools were assigned pseudonyms (1-5) to protect anonymity.
Data analysisData were analysed using the Statistical Package for the Social 
Sciences (Version 22) for Windows [16] and planned analysis was an ANOVA followed by Bonferroni-corrected post-hoc tests. Partial 
eta-squared (ηp²) was calculated asan effect size estimate with a small effect corresponding to 0.01, a medium effect corresponding 
to 0.06 and a large effect corresponding to 0.14 [17]. Parametric 
tests were selected after histograms and a Kolmogorov–Smirnov 
test confirmed data were normally distributed.
Results and DiscussionInitial contact was established with 35 schools who 
responded to the recruitment materials (n=33 state-funded; n=2 privately funded) and having been contacted to provide further information, 20 schools ceased correspondence; 4 schools declined to participate and of the 11 remaining schools, six who initially agreed to participate later withdrew before the data collection stage (Figure 1). These schools all withdrew because of a belief that discussing EDs might somehow evoke symptoms in the student population, with common reasoning including: “The 
head [teacher] is very protective [of the students] and is bothered 
by the anorexia questions… [to take part would be] going against 
the school’s policy to protect the students; ”alongside concerns that their students were “currently battling eating disorders and [are] 
in quite a bad way,” with teachers concerned about the “effect the 
survey will have on the other students and how it will be received 
by parents.”
Following further reassurances regarding confidentiality and anonymity, 5 state-funded schools agreed to allow access to their 
student population. This take-up rate represents 14.29% of the schools initially contacted. School 4, was coded as having “high” level pastoral care, schools 3 and 5 were rated “medium” and schools 1 and 2 were coded as offering “low” level pastoral care quality (Table 1).
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1 Mixed State 1:14








3 Mixed State Score 1:14
Tutor group each morning.
No Fulltime counsellor and fulltime welfare 
officer.
MediumListening service – student health and 




4 Mixed State (Academy) 1:06
Tutor group each morning.
Yes-both




welfare officer; medical welfare 
officer; educational psychologist; inclusion centre. 




5 Mixed State 1:12
Tutor group each morning. No
School nurse 1 afternoon per week, counselling available offsite.
MediumPastoral assistants available to support students 
with identified problems.Score 2 2 0 4 8Score refers to the score achieved (out of 4) across the four domains of pastoral care quality, with higher scores indicating higher pastoral care quality. 
The categorical score is derived from the sum of these domain scores, with schools’ rated as “low” scoring ≤6, schools rated as “medium” scoring 7-10, schools rated as “high” scoring >10
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Figure 1: Recruitment Flowchart.
 Schools Contacted (n=35) Schools failed to respond (n=20) 
Schools declined to participate (n= 4) 
11 Schools agreed to participate Schools later withdrew (n = 6) 
Final sample = 5 UK schools 1611 students invited to participate 
74% opted out (n=1186) 
n= 425 
Low level pastoral care (n=181) Medium level pastoral care (n= 173) High level pastoral care (n = 71) 
The final sample of five UK secondary schools had on roll 
1611 possible participants who met inclusion criteria and 26% 
(n=425) volunteered to participate. One hundred and ninety-
two participants were male (45%), 221 were female (52%) 
and 3% of participants did not disclose their gender (n=12). 
The mean age of the sample was 17.14 (SD=0.76). There was a 
significant, medium-sized difference in the age of participants 
between schools (F(4, 411)=3.62, p=<0.01, ηp²=0.03). Bonferroni 
corrected (0.05/12=0.004) post-hoc analyses indicated that participants in school 5 were younger than students from schools 
1 (t(117.86)=-4.59, p=<0.001), 2(t(139.60)=-3.80, p=<0.001), and 
4 (t(106.26)=-3.20, p=0.002). Gender was not equally distributed 
between schools (F(4, 408)=3.88, p=<0.01, ηp²=0.04). Bonferroni 
post-hoc analyses indicated that there were significantly more 
male participants in school 4 than in school 5 (t(3.64)=101.55, 
p=<0.001). Given these differences in age and gender across the 
five participating sites, these variables were controlled for in the analyses. Across the sample, the mean weight of male participants was 
69.06kg (SD=13.01) and it was 58.09kg (SD=11.05) for female 
participants. Overall, female students reported significantly 
greater ED symptomatology than males (M=2.19, SD=1.48) 
and lower general wellbeing (M=10.62, SD=8.42) than males 
(M=0.79, SD=0.97; M=8.24, SD=6.31), t(382.73)=-11.48, p=0.001; 
t(396.84)=-3.25, p=<0.001) (Table 2). 
There was a significant, medium-sized effect of school setting 
on the incidence of ED symptoms (F(4, 420)=6.51,p<0.01, 
ηp²=0.06). Bonferroni corrected post-hoc analyses indicated 
that ED symptoms were significantly lower in school 4 (rated as having high quality pastoral care) compared to school 1(low 
quality pastoral care) (t(135.62)=-3.43, p=0.001),school 2(low 
quality pastoral care) (t(169.95)=-4.36, p=<0.001), school 3 
(t(186.90)=5.23, p=<0.001) and school 5 (medium quality 
pastoral care) (t(70.96)= 4.76, p=<0.001). These effects remained 
after the potential confounds of age: F(4, 410)=6.02, p=<0.001, 
ηp²=0.06 and gender: F(4, 407)=3.95, p=0.004, ηp²=0.05 were controlled for. 
Likely cases of eating disorders across the schoolsAfter selecting those scoring over the community cut-off 
(Carter et al., 2001) for the EDEQ, with the aid of diagnostic 
syntax [18], data were examined to investigate the percentage of 
participants reporting symptoms indicating a likely DSM-5 [19] 
diagnosis of AN or BN. Overall, there were 13 (3.06%; 10 females 
and 3 males) likely cases of AN and 64 (15.06%; 53 females and 11 males) likely cases of BN. 
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There were significant differences in the number of likely cases 
of AN; (F(4, 384)=3.14, p=0.015, ηp²=0.03) depending on pastoral care quality. School 2 (interestingly, a low quality pastoral care setting) and school 4 (a high quality pastoral care setting) had no 
likely cases of AN. However 2.86% (n=2) of students in school 1 
(low quality pastoral care), 7.56% (n=9) of students in school 3 
(medium quality pastoral care) and 2.56% (n=2) of students in school 5 (medium quality pastoral care) provided data indicating a possible AN diagnosis.
Regarding likely cases of BN, there was no significant main 
effect of school (F(4, 400)=1.18, p=0.319, ηp²=0.01). However, there was a trend towards higher rates in lower quality pastoral care settings. School 4 (high quality pastoral care) had the 
lowest incidence of likely BN, with 6 probable cases (8.70%). 
Conversely, 19 (20%) students from school 2 (a lower quality 
pastoral care setting) and 13 (17.33%) students from school 1 
(also a lower quality pastoral care setting) reported symptom severity indicative of a probable diagnosis of BN. Regarding the two schools with medium quality pastoral care, 21 students from 
school 3 (20.59%) and 5 from school 5 (11.63%) were likely cases of BN. 
There was also a significant, small-sized difference in students’ general psychological wellbeing, measured by the HoNOSCA, 
between schools (F(4, 420)=5.68, p=<0.001, ηp²=0.05). Bonferroni 
corrected (0.05/12=0.004) post-hoc analyses indicated that 
participants’ overall psychological wellbeing was significantly higher in school 4 (high quality pastoral care) compared to school 
1 (low quality pastoral care) (t(3.84)=129.85, p=<0.001), school 
3 (medium quality pastoral care) (t(4.69)=178.05, p=<0.001) 
andschool 5 (medium quality pastoral care) (t(3.87)=64.83, 
p=<0.001).
Table 2: Outcome Data for the Eating Disorders Examination Questionnaire and General Wellbeing across the Five UK Secondary Schools.




Low Low Medium Medium High
Age
School 1 School 2 School 3 School 5 School 417.14 (0.76) 17.27 (0.50) 17.21 (0.81) 17.06 (0.75) 16.83 (0.44) 17.23-0.9
Gender
N = 221 
(52%)
N = 35 
(44.3%)
N = 58 
(56.9%)
N = 68 
(53.5%)
N = 33 
(71.7%)
N = 27-38%
Female N = 192 
(45.18%)
N = 40, 
(50.6%)
N = 38 
(37.3%)
N = 59 
(46.5%)
N = 13 
(28.3%)
N = 42 
(59.2%)Not reported N = 12 
(2.82%)
N = 4, 
(5.1%)
N = 6, (5.9) N = 00% N = 00% N = 2(2.8%)
EDE-Q Global Score Mean (SD) 1.52-1.44 1.49-1.52 1.62-1.53 1.68-1.4 1.98-1.48 0.81-0.99
95% CI 1.38-1.65 1.14-1.84 1.31-1.92 1.43-1.92 1.54-2.42 0.57-1.05
HoNOSCA Global Score Mean (SD) 9.42-7.54 10.32 (8.04) 9.07-7.23 10.19 (7.02) 11.74 (9.05) 6.04-5.22
95% CI 8.70-10.14 8.48-12.15 7.54-10.59 8.95-11.43 9.05-14.42 4.80-7.89
*Percentage (%) of students was provided based on total number of participants who had provided their weight and height. **Weight for Height 
Percentile. HoNOSCA = Health of the Nation Outcomes Child and Adolescent Mental Health scale. EDEQ=Eating Disorders Examination Questionnaire. 
SD=standard deviation.
ConclusionThis study aimed to investigate incidence rates of ED pathology across differing levels of pastoral care quality, encompassing support available to students, training and knowledge of staff members in relation to EDs and school policies around EDs. The 
five schools (n=425) who consented to take part were rated as offering high (school 4), medium (schools 3 and 5) and low (schools 1 and 2) quality pastoral care. The hypothesis, which was that ED symptom incidence rates would differ depending on pastoral care quality, was supported by the data, as schools with higher quality 
pastoral care had significantly lower ED symptom incidence rates, 
with a medium effect size and the positive impact of pastoral care quality was also generalised to broader psychological wellbeing. There was also a trend towards there being fewer probable diagnoses of EDs in the higher quality pastoral care settings and 
higher quality pastoral care was associated with a small-sized reduction in general symptoms of mental illness. The data highlight that schools with higher, compared to lower, quality pastoral care had a lower incidence of ED symptoms. This 
provides a clear message to the UK government that investment 
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in ED training and knowledge for education professionals and a greater emphasis on student support around EDscould be vital 
tools in the costly battle [20] against sub-clinical and clinically diagnosable EDs in adolescents. Sadly, despite increases in 
incidence [21], EDs are notably absent from European Union 
HORIZEN 2020 funding streams [5] and an implication of these 
findings is that funding large clinical research initiatives which involve the whole system, including the resource of school-based pastoral care, are needed to reduce the onset and impact of these life-threatening disorders during adolescence. The likely incidence rates of diagnosable EDs across the 
schools of 3.06% for AN and 15.06% for BN are somewhat higher than reported in reviews of community-based 1 year prevalence studies (e.g. 370 cases per 100,000 for AN and 1000 cases per 
100,000 for BN) [22]. However, this was a volunteer sample with participants at the peak-age of onset for both disorders and the 
anonymous self- reporting may also have influenced symptom disclosure. Indeed, the self-report nature of the measure is a clear limitation of this study and follow-up clinical interviews 
such as the Eating Disorder Examination [23] would be required 
to confirm these likely diagnoses. Although the EDEQ is thought 
to have strong discriminant validity [24] and was selected due to its brief nature as a means of reducing participant burden, future studies may wish to consider using other screening tools 
such as the Eating Disorder Inventory [25]. The study included a 
narrow age range and future work may benefit from broadening recruitment to a younger age range. It is possible that the impact of pastoral care quality of 
symptoms was a cohort effect influenced by school setting and randomly allocating students to higher or lower pastoral care quality settings across sites would be required to adequately explore this. Furthermore, this study did not explore how pastoral care quality might impact on symptom incidence and whether factors in addition to pastoral care quality may also have played a role. It may be that the schools with higher quality pastoral care were better able to detect possible cases and support families to access effective treatments, thus reducing the incidence in the school population. This aligns with NHS England’s guidance which 
highlights how UK schools should be part of the treatment referral 
process [26]. Given that teachers have previously reported a lack of knowledge and skills around supporting students with EDs 
[7], these data further support the need for greater investment in nationwide teacher training to improve practice and harness the strengths of schools and their staff to reduce the incidence of ED symptoms in schools.In conclusion, it is possible that high quality pastoral care may play a role in reducing ED symptom incidence and future studies are needed to further explore the mechanism through which this effect might be found. 
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